INTRODUCTION {#s1}
============

Low anterior resection is often the management of choice in patients with early-nonmetastatic colorectal carcinoma. One of the most common postsurgical complications after a low anterior resection is anastomotic strictures, which can occur in up to 22% of patients.^[@R1]^ Colonic strictures have previously been defined as the inability to pass a colonoscope through the stenosis and may go unnoticed because strictures are rarely symptomatic.^[@R2],[@R3]^ When symptomatic, patients are likely to present with signs of bowel obstruction. The pathophysiology of colonic anastomotic strictures is not entirely understood, but factors such as ischemia, anastomotic leaks, and radiotherapy have been found to be associated with development.^[@R2]^ Management of these strictures may require multiple strategies, including endoscopic stents, balloon dilation, electrocautery, sphincterotomes, laser or argon plasma coagulation incisions, repeat surgery, or colostomy.^[@R1],[@R2],[@R4],[@R5]^ Endoscopic balloon dilation has become the preferred method in the management of strictures because of excellent efficacy and decreased risks compared with surgery.^[@R5]^ Endoscopic management is contingent on the ability to advance a guidewire across the stenotic stricture. In a completely stenotic stricture, it is difficult if not impossible to advance the guidewire across the stricture. We present the case of a patient with a complete anastomotic stricture that could not be traversed and the method by which a guidewire was passed allowing for therapeutic intervention.

CASE REPORT {#s2}
===========

A 44-year-old man with a medical history of invasive rectal adenocarcinoma (T1N0M0) treated surgically presented to the gastrointestinal clinic for constipation. Two months before, the patient had a low anterior resection of rectal adenocarcinoma with the formation of colorectal anastomosis and loop ileostomy. Ileostomy barium study and barium enema study revealed a complete stricture at the anastomotic site (Figure [1](#F1){ref-type="fig"}). Flexible sigmoidoscopy confirmed the complete stricture (Figure [2](#F2){ref-type="fig"}). Despite multiple attempts, a guidewire could not be passed retrograde through the stricture. At this point, ileoscopy was attempted; a pediatric colonoscope was used to intubate the ileostomy and reach the proximal end of the anastomotic stricture; however, advancement of the guidewire anterograde was unsuccessful. As such, biopsy of the colorectal stricture was performed, which revealed acute and chronic inflammation and granulation tissue, with no evidence of recurrent adenocarcinoma.

![Ileostomy barium study and barium enema showing a complete obstruction to retrograde and anterograde passage of contrast at the level of the rectosigmoid anastomosis.](ac9-7-e00418-g001){#F1}

![Sigmoidoscopy showing a complete anastomotic stricture that could not be traversed with an endoscope nor a guidewire.](ac9-7-e00418-g002){#F2}

Two weeks afterward, an ileoscopy with a pediatric colonoscope was performed. The scope was advanced anterograde to the proximal side of the stricture. Concurrently, an adult upper endoscope was inserted into the rectum and advanced to the distal side of the stricture. The position of both scopes was confirmed via fluoroscopy. The pediatric colonoscope was used to transilluminate the stricture that was visualized on the adult upper endoscope. The adult upper endoscope was directed precisely toward the transilluminating site, and a 19-gauge needle from the adult scope was used to puncture through the stricture. A 0.035 endoscopic retrograde cholangiopancreatography guidewire was advanced through the newly created lumen in a retrograde fashion. The tract was serially dilated up to 8 mm with balloon dilation (Figure [3](#F3){ref-type="fig"}). A 10Fr × 3 cm double pigtail plastic stent was then inserted across the newly created tract (Figure [4](#F4){ref-type="fig"}).

![Retrograde balloon dilation of newly created lumen retrograde.](ac9-7-e00418-g003){#F3}

![The stricture postdilation and insertion of a 10Fr × 3 cm double pigtail plastic stent in place.](ac9-7-e00418-g004){#F4}

Two weeks later, colonoscopy was repeated; the double pigtail stent was removed, and the stricture was dilated up to 15 mm (Figure [5](#F5){ref-type="fig"}). Subsequent colonoscopy was repeated at 5 and 9 weeks, during which the stricture was upsized to 18 and 20 mm, respectively. As the patient\'s constipation and bowel habits improved, loop ileostomy was reversed at 10 weeks.

![The stricture after removal of the stent and dilation to 15 mm.](ac9-7-e00418-g005){#F5}

The patient was followed up in the gastrointestinal clinic at 1, 4, 7, 12, and 18 months after ileostomy reversal. During this time, the patient presented without complaints of constipation or obstipation. However, flexible sigmoidoscopy performed at 1-, 4-, and 7-month intervals revealed a stricture of 18 mm that was subsequently dilated to 20 mm. Flexible sigmoidoscopy repeated at 12 and 16 months revealed a stricture of 18 mm at which point no intervention was repeated.

DISCUSSION {#s3}
==========

Anastomotic strictures can develop weeks, months, or even years after surgical intervention.^[@R6]^ Endoscopic management has become the treatment of choice, in such cases, because of increased success and decreased complications compared with surgery.^[@R7]^ Many endoscopic interventions are available in the management of anastomotic strictures including endoscopic balloon dilation, sphincterotomes, and metal, silicon, or plastic stents. Sphincterotomes can be an effective and safe treatment option for colorectal anastomotic stricture.^[@R4]^ However, endoscopic balloon dilation has become first-line in management because of lower risk of complications such as bleeding and perforation compared with endoscopic electrocautery.^[@R2],[@R4],[@R8]^ Endoscopic intervention (balloon or electrocautery) is often followed by stenting of the stricture.^[@R5],[@R9]^

In patients who develop complete colorectal anastomotic strictures, endoscopic dilation is contingent on passing a guidewire across the stricture. Combined antegrade and retrograde endoscopy, often known as the rendezvous technique, may aid in the management of such strictures. The rendezvous technique is well documented in aiding the recannulation of complex/complete esophageal obstructions.^[@R10]--[@R12]^ However, only 3 other cases address endoscopic management of complete colonic obstruction using a rendezvous technique.

Dever et al reported ileoscopy and concurrent retrograde proctoscopy and then using a 22-gauge needle to puncture stricture site, followed by balloon dilation and a polyester-covered silicone self-expanding stent.^[@R13]^ Kaushik et al reported antegrade ileoscopy while performing retrograde colonoscopy and using a 19-gauge needle to puncture stricture, followed by balloon dilation.^[@R14]^ Grossman et al reported antegrade fistuloscopy of a percutaneous cecostomy fistula with a concurrent retrograde colonoscopy.^[@R15]^

In our case, after confirmation of a nonmalignant stricture, concurrent antegrade ileoscopy with retrograde colonoscopy was performed. The anastomotic stricture was punctured in a retrograde fashion that was followed by balloon dilation to 8 mm and placement of a plastic pigtail stent. Colonoscopy was repeated multiple times thereafter. In total, colonoscopy was performed 4 times at an interval of every 2--3 weeks over 3 months during which the stricture was serially dilated to 8, 15, 18, and 20 mm, respectively. After serial dilation, the patient was able to tolerate ileostomy reversal. Subsequently, close follow-up with flexible sigmoidoscopy revealed minimal narrowing of stricture, and the patient remained without clinical symptoms.

Our case in conjunction with previous cases demonstrates the concept of rendezvous endoscopy and using transillumination to create a lumen in a complete anastomotic stricture. This technique allowed for endoscopic intervention, leading to significant improvement of the stricture and resolution of obstructive symptoms, without surgical interventions.
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